Spontaneous vitreous haemorrhage in Fanconi's anaemia haemoglobin was 3.5 g/dL and platelet count 6 x 109/L; therefore he was referred promptly back to his paediatrican.
On transfusion his haemoglobin rose to 7.3 g/dL but the platelet count remained very low (7 x 109/L). The preretinal haemorrhage resolved within three months and had not recurred after one year of follow-up. COMMENT Possible causes of a preretinal haemorrhage in a child such as this include trauma, Valsalva manoeuvre, hypertension and deteriorating blood indices. A history of trauma or raised intra-abdominal pressure was carefully sought and denied. His left kidney was non-functioning, but blood pressure was 116/64mm Hg. Worsening blood indices were deemed the most likely reason for his haemorrhage.
Preretinal and retinal haemorrhages may complicate severe anaemia2, but we can find no previous report of exclusively anaemic A 23-year-old man reported sudden onset of severe epigastric pain radiating to the back. He had vomited. The night before he had taken 'ecstasy' for the first time. There was no medical history of note and he was on no regular medications. He admitted to smoking cannabis regularly but denied other drug abuse and drank alcohol only occasionally.
On examination he was in pain and shocked, with heart rate 140 beats per minute (normal rhythm) and blood pressure 78/62 mmHg. The abdomen was rigid and bowel sounds were absent; rectal examination was normal. He was apyrexial but had a leucocytosis of 27.7 x 109/L.
Electrolytes were normal apart from a raised creatinine at 160 ,umol/L. The serum amylase was within normal limits as were liver function tests and arterial blood gases. An erect chest X-ray showed no free gas under either hemidiaphragm.
At laparotomy after resuscitation, the abdomen was found to contain approximately 500mL blood. One On examination she was slightly breathless but her lungs were clear on auscultation. The left arm was cyanosed and swollen with multiple dilated vessels and no palpable thrills. The fingers were swollen and there wvas isolated gross clubbing of the index finger. Superomedial to the elbow was a tender subcutaneous lump (Figure 1) . A chest radiograph was normal as were routine haematology and serum biochemistry tests. A ventilation/perfusion scan (V/ Q) was arranged, but the patient was claustrophobic and only able to complete the perfusion scan. This showed multiple perfusion defects throughout both lungs ( Figure  2) . A doppler ultrasound examination of the left arm showed multiple dilated abnormal veins throughout the arm, many of which were disorganized and involved in a fibrotic mass. A massivTely dilated vein filled with clot extended from the medial aspect of the mid-upper arm distally. A plain film of the arm showed pronounced softtissue swelling and multiple phleboliths (Figure 3) .
The diagnosis was Klippel-Trenaunay syndrome, with extensive thrombosis of the abnormal vessels and subsequent pulmonary embolism. The patient was started on warfarin anticoagulation and there have been no further episodes of breathlessness in follow-up of 9 months. 
